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OCULAR PALSIES IN TABES*
WILLIAM CAMPBELL POSEY, M.D.

PHILADELPHIA

The importance of examining the eyes of tabetics has
long been recognized by neurologists, for the ocular
symptoms often precede all other sure signs. Indeed,
so constant and characteristic are the pupillary, muscu-
lar and optic-nerve changes in this disease that, given in
addition to even one of these, the history of previous
syphilitic infection and another characteristic sign of
tabes, such as loss of knee-jerks, diminution in muscle
tonus of the legs, or a marked disturbance of the bladder
or sexual functions, the diagnosis of tabes becomes very
probable. It is not the purpose of this paper, however,
to treat of the ocular symptomatology of tabes in gen-
eral, but to dwell particularly on the palsies of eye mus-
cles, and especially of the extra-ocular muscles, which are
observed so frequently at some stage or other of the dis-
ease.

In attempting a generalization of the extra-ocular
palsies, it may be remarked that, while they resemble in
many particulars palsies of eye muscles due to other

.causes, they manifest certain characteristics, which,
while not in themselves peculiar to tabes, are at least
highly suggestive of the presence of that disease.

The first and chief of these is their transient tendency,
for it is an almost constant experience that the palsies
which appear in the early stages of the disease vanish
after periods of persistency ranging from but a few
hours to two or three weeks, and, moreover, while it is
true that the palsies which occur in the later stages are
as a rule permanent, even these may be transient and
may totally disappear, usually after a longer period,
however, than when they are observed at the commence¬
ment of the disease.

The careful historian will often elicit the occurrence
of diplopia in very many cases from patients who are
loath to believe that the attacks of double vision from
which they suffered even months or years before other
symptoms of tabes developed had any connection with
their general nervous disorder.

As illustrative of a fleeting palsy occurring in the
early stages may be cited the case of a man·, aged 45,
who consulted me in 1895 on account of a paralysis of
the right external rectus muscle. He confessed to hav¬
ing had an initial sore when 25 years old, but as he had
received prompt and, as he thought, efficacious anti-
syphilitic treatment and as his health had been uninter¬
ruptedly good, he considered himself to be well. In
addition to the extra-ocular palsy noted at the examina-

* Read before the Buffalo Ophthalmological Society, Dec. 11,
1909.

tioii, Argyll-Robertson pupils were present, and his phy¬
sician reported other signs of early tabes. Potassium
iodid was administered in ascending doses* and the
diplopia totally disappeared after two months' duration.
Although this case has passed from my observation, it
was reported to· me five years ago that the patient was
still living, and, though manifestly the subject of tabes,
he seemed to suffer but little inconvenience from it.

Another patient. M. J., aged 53, a patient in the
Philadelphia General Hospital, gave a history of having
had diplopia six years before admission and that it lasted
two years. When the diplopia disappeared he began to
notice occasional jerkings in the right foot and his gait
became disturbed. Examination which I made six
months ago revealed no ocular palsies, and the neurologic
report was as follows :

"Slight ataxia in upper extremities. Romberg symp¬
tom. Ataxic gait. Hypotonia in lower extremities.
Knee-jerks lost, etc." Syphilis was denied.

As an example of a transient palsy occurring in a late
stage of the disease may be mentioned the following:

J. C, admitted to nervous wards of the Philadelphia
General Hospital in 189Ö, aged 51, with the history of
an initial luetic lesion twenty years previously. It was
elicited on admission that the earliest symptoms of tabes
had manifested themselves six years previous to admis¬
sion as "cutting" pains in feet and legs. Girdle pains
were also present. Two years later gastric and bladde
symptoms supervened. Argyll-Robertson pupils were

present in both eyes, -knee-jerks were lost, ataxia was
noted in the upper and lower limbs, but the extra-ocular
movements were uninvolved. Six years after admission
diplopia appeared (due probably to a paretic condition
of the right superior rectus) and persisted for several
months. The double vision then gradually disappearedand did not return during the two years or more duringwhich the patient still continued to retain sight, vision
being gradually lost at the end of that .period from optic
atrophy. When I examined the patient six months asro
the movements of both eyes were found to be markedly
incoordinated, not only from the incoordination of
blindness, but also from a paretic condition of the extra-
ocular muscles, which seemed to reside chiefly in a weak¬
ness of the right superior rectus muscle.

Thomas, who analyzed 111 cases of tabes from the
Hopkins clinics in 1899, found the initial symptoms to
consist of diplopia in 6 instances, and of other eye symp¬toms in 14 instances. Diminution of vision was the
initial symptom in 4 cases. Double vision and dimness
of vision were associated once and double vision with
other symptoms 7 times. Ptosis was the first symptom
associated with pain twice. Of all the symptoms, pain
was the one most generally complained of, being present
in 57 cases; ataxia was the initial symptom 24 times,
numbness of extremities 6 times, paralysis of bladder 5
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times, gastric crises 4 times, paralytic attacks twice,
while loss of sexual power, mental symptoms and neuras¬

thenia were recorded as initial symptoms in one instance.
Thomas did not mention in how many of his cases

the diplopia disappeared, but I think that it has been
my experience that the palsies vanish, for a time at least,
in perhaps 90 per cent, of the cases which I have had
under observation. This percentage is based on an anal¬
ysis of the histories of 00 cases of tabes taken from my
own. private and hospital records and from the study of
2S eases of advanced tabes which I recently made in the
wards of the Philadelphia General Hospital, through the
courtesy of Drs. G. W. Burr and William G. Spiller,
neurologists to the institution.

In addition to the transient tendency which tabetic
ocular palsies exhibit must be noted a very marked dis¬
position to recurrence, either the same muscle being
repeatedly palsied, or the palsy appearing in another
muscle or muscles, shortly after it has disappeared in
one governed by another nerve. An interesting case of
this nature is reported by Pel, in which oculomotor palsy,
which was the first indication of the disease, recurred 7
times, after having completely disappeared 6 times. This
disposition to recurrence is well exemplified by a case
under observation at the present time, in which the
diplopia, which previously appeared eight years ago,
disappeared after about two months' persistency, to
reappear three years later for a period of three months,
two years later for three months, while the presentattack came on one month ago and is still persistent.
The muscle occasioning the diplopia at present is the
left inferior oblique; in the other attacks the patient
states that one object was always higher than the other
and there was some lateral displacement, but he was
unaware of the precise muscle or muscles which the ocu¬
lists to whom he went for relief found implicated. This
patient, a man, 49 years old, contracted syphilis when
aged 29; he now shows evidence of beginning atrophy of
both optic nerves, with other well-developed signs of
tabes. Argyll-Robertson pupils are present in both eyes.

So fleeting is the palsy in some instances that it may
pass away in a few hours, while in others it may persistfor years, the muscle regaining its power only after long
loss of function. This return of the muscle to its nor¬
mal action after even years of paralysis should be recog¬
nized by ophthalmic surgeons and should tend to dis¬
countenance operations on the eye muscles of tabetics.

As illustrative of this type may be cited the case of R.
L., a woman, aged 60, who consulted me at the Howard
Hospital in 1896 on account of double vision, which
examination showed to be due to a paralysis of the left
external rectus muscle. There was a history of recurrent
attacks of double vision of a somewhat similar nature
having occurred for some years previously, but these
attacks had been fleeting, whereas the double vision for
which she then sought relief had persisted for six weeks
or more. The knee-jerks were absent, Argyll-Robertson
pupils were present in both eyes and the discs were par¬
tially atrophie, the fields being contracted. There was
a probable history of syphilitic infection some fifteen
years previously. Potassium iodid was administered for
three months in high doses without affecting the palsy.
The patient then passed from observation for two years,
when she returned for a change of glasses. Examination
at this visit showed all the extra-ocular muscles to bo
functioning, the patient asserting that she had not been
troubled with the double vision for some two or three
months previously. In this case the palsy completely
disappeared after a persistence of about two yeais.

Recent efforts to find the patient, with a view to deter¬
mining the progress of her disease, have been ineffectual.

Another peculiarity of tabetic palsies is that they are

usually dissociated, i. e., paralysis of the levator or rectus
internus alone, the palsy following no particular rule.
This is especially true when the palsy appears as an ini¬
tial symptom, when it rarely affects all muscles or mus¬
cle groups supplied by a single nerve.

In studying the relative frequency with which the sev¬
eral eye muscles become affected in tabes, Uhthoff found
the oculomotor involved in 54 per cent, of his cases, the
abducens in 33 per cent., the troehlearis in 8 per cent.
Ophthalmoplegia externa existed in 5 per cent, and iso¬
lated ophthalmoplegia interna in 5 per cent. Beyers,
Stock's, Erb's, Fournier's and Charcot findings were
similar. Of 100 cases of tabes seen in Schoeler's eye
clinic^ the oculomotor was involved in 26 instances.
Prom an analysis of 60 of the cases which I observed and
which lent themselves to such a study, it was found that
the oculomotor was at fault in 30 of the cases, the
abducens in 6, and the troehlearis in 2. In the remain¬
ing 22 cases the paralysis was of a mixed type. Com¬
plete unilateral oculomotor palsy occurred in 3 instances.
Complete palsy of the oculomotor in all its branches is
very rare, Uhthoff meeting it in but 5 per cent, of all his
cases, and in but a very small proportion of these was
the palsy binocular.

An interesting case of complete palsy of the right
third and sixth nerves and of a partial implication of
the left third nerve was one of the cases placed at my
disposal by Drs. Burr and Spiller and studied by me.
This patient, a man, aged 39, had noted that five years
previous to his admission to the hospital in 1907 the
left pupil did not contract and that he had some diffi¬
culty with vision. About the same time a numbness was
remarked in the right foot and two years later in the left
leg. Girdle pains followed later. Examination which I
made six months ago showed the conditions just men¬
tioned. Argyll-Robertson pupils and Romberg sign were
present, and ataxic gait, with absent knee-jerks, was
noted, with some impairment of sensation in lower
extremities.

According to Oppenheim, associated palsies never
occur in tabes, but uhthoff, though stating that the
finding must be very rare, cites a case reported by Chvo-
stek with bulbar symptoms, in which there was left-
sided ptosis, palsy of the left rectus internus and of the
right rectus internus in association with paretic nystag¬
mus.

I found paralysis of both external rectus muscles in
two cases. One of the patients, G. H., a man, aged 41,
was admitted to the nervous wards of the Philadelphia
Hospital Oct. 3, 1907, with well-marked optic atrophy.
A period of double vision had preceded the blindness,
however, by some five years. The sexual power was lost
at the same time that the blindness developed, ataxia in
the lower extremities manifesting itself somewhat later.
My examination six months ago revealed complete
atrophy of both optic nerves with paralysis of both ester¬
nai rectus· muscles ; knee-jerks lost; ataxia in both upper
and lower extremities.

Wilbrand and Saenger observed that isolated palsy was
an accompaniment of the initial stages, and generally
disappeared, persisting as a permanent finding but very
rarely, i. e., in but 3.3 per cent, of 302 cases. Marina,
however, found the paralysis to be persistent in 10.6 per
cent, of the 150 eases observed by him.

Although the palsies may occur at any stage of the
disease, most authors have observed them relatively early,
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83 per cent, of Bcrger's cases and 80 per cent, of Gowers'
occurring in the initial stage. Uhthoff's experience was

similar, and he considered the palsies to be analogous to
the appearance of the Argyll-Robertson pupil and optic
atrophy.

After studying an enormous number of cases of tabes,
taken from all sources, Uhthoff found that palsy of the
eye muselés occurred in from 20 to 22 per cent, of the
cases. Moeli placed the figures at 22 per cent., Reumont
at 17 per cent., Marina at 19.5 per cent., Leinbach at 16
per cent., Tumpouski at 21.7 per cent. Mann found
palsies in .'50 per cent, of his cases. It should be noted,
however, that the percentage of palsies observed in an

eye clinic is necessarily higher than that observed in a
clinic devoted to nervous cases, since the moment double
vision is complained of the patient seeks the former. In
the rare cases of true tabes in children, Uhthoff Found
ocular palsies in about 14 per cent, of the cases, while
Argyll-liobertson pupil occurred in 65 per cent, and
optic atrophy in 45 per cent.

According to the figures just quoted, palsy of the eye
muscles in tabes in adults is much more common than
atrophy of the optic nerve, which, from Uhthoff's figures,
is seen in from 18 to 20 per cent, of all eases. They are
not observed, however, in the initial stages of tabes as

frequently as the Argyll-Robertson pupil or as lancinat¬
ing pains, or again as the loss of reflexes, as will appear
from the table prepared by Fehre and quoted by Uhthoff
in his remarkably learned dissertation on this subject in
the second edition of the Graefe-Saemisch "Handbuch":

Per Cent.
1. Disturbances in sensibility (in the widest sense)... 92
2. Lancinating pains. 85
3. Loss in patellar reflex. 83
4. Argyll-Robertson pupils. 79
5. Komberg phenomenon. 71
fi. Ataxia. 55
7. Bladder and rectal symptoms. 50
8. Gastric crises. 43
9. Pupillary inequality. 41.5

10. Paresthesias. 36
11. Headache and attacks of dizziness. 40
12. Involvement of cerebral nerve*. 40
13. Girdle sensations. 36
14. Weakness in legs. 30
15. Palsy of ocular muscles. 30
10. Optic atrophy. 21.5
17. Cardiac neuroses. 21.5
18. Psychic disturbances. 21
19. Diplopia. 19
20. Laryngeal crises. 15

Rarely muscles other than the ocular muscles may be
palsied at the same time. Thus a ease reported by Tur¬
ner, that of a man of 40, there was some ptosis and also
some bilateral palsy of the soft palate and paralysis of
the vocal cords. Rarely also, instead of an ocular palsy,
a blepharospasm may be noted or a blepharospasm may
precede the development of ocular palsies.1

Of 1,088 cases of tabes seen by Grosz, Berger, Bern¬
hardt, Leinbach and Bonar, 222, or 20.4 per cent, had
optic atrophy. As this number is so large, this percent¬
age probably represents the true frequency of this symp¬
tom in tabes.

It is of interest to remark that, from an analytical
study of 127 cases, in which optic atrophy occurred 55
times, Mann found no tendency for the involvement of
the nerve to lighten the future course of the disease. It
must be remembered, however, that the form of tabes

1. Posey and Spiller: The Eye and Nervous System, p. 502.

which begins with optic atrophy is often for a long time
combined with a loss in power of the roots of the tho¬
racic nerves, when all other symptoms are. absent.
According to Mann, the same holds good not only for
optic atrophy, but is also the rule in cases presenting
Argyll-Robertson pupils and ocular palsies, both of these
symptoms being sometimes associated for a long time
solely with anesthesia of the trunk.2

Abducens palsy occurred in 13 per cent, of Uhthoff's
cases, though binocularly in but 2 per cent. This obser¬
vation is of considerable moment in establishing a dif¬
ferential diagnosis between tabes and cerebral syphilis,
multiple neuritis, intoxications, etc., in which latter
conditions binocular isolated disease of the abducens is
not unusual. Authorities agree that in tabes abducens
palsy is, as a rule, incomplete and but rarely permanent.

Uhthoff's statistics show isolated ptosis in about 4 per
cent, of his cases; indeed, so much stress does this
observer lay on this symptom that he believes, in common
with Wilbrand and Saenger, that a unilateral or bilateral
transient, ptosis, complicated by one or more pronouncedtabetic symptoms, such as Argyll-Robertson pupil, lan¬
cinating pains, failure of knee-jerks, optic atrophy, etc.,
makes the diagnosis of tabes extremely likely. Wilbrand
and Saenger and Kahler found the combination of ptosis
with abducens palsy not infrequent in the early stages of
tabes, while Uhthoff's cases, on the other hand, showed a

frequent combination of palsy of the levatoi· with that of
the superior rectus.

It has long been a mooted question just what influence
syphilis, the underlying factor in so many cases of tabes,
might have on the occurrence of the palsies. Berger, for
example, found, in 56 cases of tabes studied by him
which had ocular palsies, that a direct syphilitic history
was obtainable in 25, a specific infection being denied
in 31. He asserted also that his observations led him to
infer that the palsies in the syphilitic cases showed a
greater tendency to be permanent than in the non-

syphilitic ones, the syphilitic palsies persisting on an
average of six and one-half months, the non-syphiliticbut two months. His figures showed also that the for¬
mer class of palsies exhibited a greater tendency to be
multiple than the latter. Uhthoff's figures, on the other
hand, do not substantiate Berger's, and this careful
observer has not been able to satisfy himself that palsiesoccurred more frequently in cases of tabes with a syphi¬
litic history than in those where no syphilitic history was
obtainable. Uhthoff concedes, however, that a subjectwith syphilis affected with ophthalmoplegia is offener
later affected by tabes than those with ophthalmoplegia
without previous syphilitic infection. Spiller believes
that these statistics may be unreliable, for, he says,
"many persons deny syphilitic infection with full knowl¬
edge of the infection." He thinks statistics based on the
Wassermann reaction will be more valuable. At present
this reaction seems to be obtained in about 60 per cent,
of all cases of tabes.

As a further point in the differential diagnosis
between the ocular symptoms of tabes and cerebrospinal

2. After a critical reading of this paper, Dr. W. G. Spiller
has told me, "It is very important to separate those cases of tabes
in which optic atrophy is an early sign from those in which
it occurs late. It is only in the former that the atrophy seems to
have any influence on the course of the disease, and while it does
not invariably modify the course, it does so in a sufficient number
of cases to show it has a decided influence. Indeed D\l=e'\jerinehas
employed the term of 'tabes arrested by blindness.' Statistics which
include the cases of early and late optic atrophy are valueless for
this purpose. Early optic atrophy is not very rare, tabes without
implication of roots below the thoracic is distinctly rare, and
early optic atrophy is frequently seen with the usual lumbo-sacral
type of the disease. Byron Br\l=a:\mwellquestions the influence of
optic atrophy at any stage on the course of the disease."
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syphilis may be cited the observation of Groenouw, that
the Argyll-Robertson pupil is generally indicative of
tabes, unilateral ophthalmoplegia interna of syphilis.
Again, according to Fournier, syphilitic palsies as a rule
affect the entire nerve or a great number of its branches,
while a single muscle is involved in tabes. It has been
my experience that inequalities in the size of the pupil
and disturbances in its reaction are found in the early
stages of cerebral syphilis, often associated with optic
neuritis, while palsies of the extra-ocular muscles, as a

rule, belong to the later stages. When syphilitic palsies
do occur in the early stages they develop more gradually
and persist longer, tabetic palsies, as has been said, mani¬
festing a tendency toward speedy disappearance and fre¬
quent recurrence. Conjugate deviations and ophthalmo¬
plegia externa are caused almost exclusively by syphilis..

Ophthalmoplegia interna is rarer in tabes than in
other affections of the nervous system. Mann, for exam¬

ple, finding it but 19 times among 127 cases of tabes
(14.9 per cent.). Of 30 cases of ophthalmoplegia
interna seen by Uhthoff, syphilis was the causal factor in
23.3 per eent., tabes in 10 per cent., progressive paralysis
in 6.6 per cent., trauma in 6.6 per cent., extreme cold in
3.3 per cent., intracranial disease in 6.6 per cent., while
no etiologic factor could be found in 40 per cent, of the
eases. Uhthoff found ophthalmoplegia interna with
unaffected external eye muscles offener in tabes than
with palsied extra-ocular muscles. Wilbrand and Saen-
ger's observations tallied with his, but 14 per cent, of
the more than 100 cases of tabes and ophthalmoplegia
cited by them exhibiting ophthalmoplegia interna in
association with palsy of the extra-ocular muscles. In
the remaining cases, Argyll-Robertson pupils were
observed relatively often, normal pupils but rarely. In
view of this fact, Uhthoff has suggested that a non-
tabetic ophthalmoplegia can readily be differentiated
from one due to tabes by the presence of an unaffected
pupil. It must be remembered, however, as Gowers has
pointed out, that a true syphilitic ocular palsy may
coexist with locomotor ataxia ; indeed, tabes often can¬
not be distinguished clinically from syphilis of the nerv¬
ous system.

According to Gowers, the initial symptom of tabes
rarely appears within the first three years after the
chancre ; indeed, in one of his cases it was not noted
until forty years afterward. Spiller thinks that usuallyabout nine years elapse after the initial lesion before
syphilitic palsies of the eye muscles appear.

It may not be amiss in this connection to refer brieflyto the recent paper by Putnam,3 in which exception was
taken to the almost universally accepted opinion that
syphilis was the sole cause of tabes, and stress laid on
the necessity of considering other factors in the etiology.
In the discussion which followed the reading of this
paper, Allen Starr stated that he was utterly unable to
find any syphilitic taint in 20 per cent, of his private
cases of tabes, and it was elicited that Gowers had posi¬
tively stated that syphilis could be excluded in 10 per
cent, of all cases of tabes.

There is good evidence that tabes is not always directly
the result of syphilitic virus, but results from parasyphilis
from some toxic substance produced within the body.Indeed, according to Fournier, the comparative mildness
of the primary constitutional symptoms in most syphi-
lities who ultimately become tabetic almost seems to
indicate that when the syphilitic virus expends itself in

3. Putnam, James Jackson: A Side Light on the Origin of Tabes,
Drawn from a Comparison of Tabes with Spinal Degeneration as Seen
in Certain Anemias and Kindred Disorders of Nutrition, The
Journal A. M. A., Sept. 25, 1909, liii, 996.

severe primary and secondary manifestations there is less
tendency to the subtle poison, which proves so disastrous
to the nervous system.

The pathogenesis of ocular palsies in tabes is still in
doubt, but the views of most neurologists, however, are

probably best expressed by Fraenkel, who states that
they are either pathologic occurrences of another nature
than the general disease they are implanted on, or they
are a part of the general disease. If they belong under
the first category they share with the general disease the
common etiology only, i. e., the syphilitic infection, and
are pathologically primary or secondary nerve inflamma¬
tions in distinction from the pathologic lesion of the
general disease—a primary degeneration of the sensory
neuron. The first type is oftener seen in those cases that
are rather forms of multiple cerebrospinal syphilis of
the tabetic type, and the second in the class of cases that
incline toward the picture of a genuine tabes. In the
first instance they may, therefore, be looked on as syphi¬
litic ocular palsies occurring in a case of multiple cere¬

brospinal syphilis of the tabetic type, and in the second
instance they are essentially the same phenomena as the
motor phenomena in the extremities of tabetics.

It is for the second type that the view of a primary
sensory origin seems to Fraenkel to be justified.

In their earlier stages, Fraenkel believes the palsies to
be simply due to the loss of tonus which is mediated
through disease of the sensory neuron, while later on

when, owing to the long duration or the severity of the
process in the sensory neuron, the motor neuron has
undergone secondary changes, the palsies are more last¬
ing, more extensive, and their immediate cause found to
consist anatomically in degeneration of the nucleus,
nerve trunk or muscle. Fraenkel is of the opinion
that this view is not only quite compatible with thé
clinical and anatomic characteristics of the type of pal¬
sies outlined above, but receives further support from
the fact that it permits a uniform pathogenetic concep¬
tion of the general disease.

According to Uhthoff, an ependymitis in the third
and fourth ventricles, as well as in the aqueduct of
Sylvius, although found but relatively seldom post mor¬

tem, is to be regarded as the pathologic entity in cases
of tabes which exhibit ocular palsies, while the transient
nature of the palsies is accounted for by Kahler and
Dufour by changes in the circulation with ependymitis
and vascular dilatation. Strümpell, on the other hand,
attributes the transient character of the palsy to
peripheral changes in the nerves of the ocular muscles,
ascribing the-permanent palsies to lesions in the nuclei
and roots of the nerves. Finally, there are others, like
Basso, Rieger, Forster and Berger, who ascribe the fleet¬
ing character of the palsies to sympathetic vasomotor
influences.

In concluding this paper, which has dealt with the
true muscle palsies of tabes, I would also call attention
to certain weaknesses or pareses which may be frequently
demonstrated in individuals with cerebrospinal sclerosis.
Often these may be diagnosed by the employment of the
Maddox rod; more usually, however, they can be made
manifest with the ordinary test for diplopia at the end
of the excursions of the different muscles. Such pareses
must be differentiated from static muscular insufficien¬
cies, and account taken of their shifting and transient
tendency in efforts toward their correction, by the incor¬
poration of prisms in the lenses correcting any refrac¬
tion errors.

I desire to express my appreciation of the honor which
the ophthalmologists of Buffalo and its vicinity have
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done me in requesting me to appear before them, and to
thank them for their courteous attention during the
reading of my paper. And while perhaps nothing has
been said but that is familiar to all, nevertheless 1 trust
that the citation of the statistics of the large European
clinics as well as my own experience, insignificant as it
may be in comparison with the monumental work of
Uhthoff and others, may, nevertheless, stimulate a more

general interest in the prompt recognition of a disease
whose successful treatment often rests on its early diag¬
nosis.

2049 Chestnut Street.

THE RELATION OF THE UNIVERSITY TO THE
MEDICAL SCHOOL*

JACOB GOULD SCHURMAN
President of Cornell university

ITHACA, N. Y.

The American people are universally distinguished
for their business ability and business successes. We
live, however, in a world of universal compensations and
retributions. If we have an enormous business talent
which has won for us a name in the field of trade and
commerce, we tend to draw into this province all our
other interests. The pulpit and the press are not infre¬
quently denounced as organs of syndicated wealth. In
this very city of Chicago, the colleges and universities
of the country have recently been declared worthless by
a multimillionaire citizen because their graduates have
not been trained in the ways of money making. And if
in this presence I do not say that the medical profession
has been commercialized I do not hesitate to assert that
many medical schools and colleges have been established
for the pecuniary benefit of their promoters, with the
result that we now have in the United States almost as

many of these institutions as all the rest of the civilized
world, and our standards of medical education are a

disgrace to the nation and an outrage on humanity.
The personal profit of individuals has been the most

powerful and prolific motive for the multiplication of
medical colleges, as it has also been the most pernicious.
Fortunately, however, the general spirit of the age, as
well as higher ideals of professional education, are work¬
ing against these commercial medical schools. Not only
are the motives of their founders and supporters better
understood, but the superiority of medical schools
founded on a different basis throws them more and more
in the shade, while the growing costliness of a sound
education in modern medicine makes their puny efforts
ridiculous. At the same time there has been a growing-
appreciation of the fact that every professional school
to be vital and efficient must be a department of a uni¬
versity. Under the influence of these ideas and agencies
I have no doubt that the number of private-enterprise
medical colleges is destined rapidly to disappear in this
country. And I need scarcely say to this audience that
this process is already hopefully under way.

I turn to a second motive for the establishment of
medical colleges which deserves more consideration than
it has hitherto received. I am, indeed, firmly persuaded
that no medical school of the highest class can be main¬
tained apart from a university. But I am equally per¬
suaded that no university, merely because it is a uni¬
versity, is justified in founding a medical college.

* Address delivered before the Joint Conference of the Council
on Medical Education and the Committee on Medical Legislation of
the American Medical Association, Chicago, Feb. 28 to March 2,
1910.

There has been a general impression not only in uni¬
versity circles, but among the members of the medical
profession, that a university needed a medical depart¬
ment to round out its organization, and, as it were, to
complete its existence. This belief is without warrant
in history. It is true that the oldest university in the
world, the University of Salerno, had a medical school,
and was, indeed, nothing but a medical school. But
within a generation came the universities of Bologna
and of Paris, the one famous for law and the other for
theology, and neither of them in the days of their first
glory possessed a medical department. In his great
history of universities Rashdall shows that some of the
most famous of these institutions had only one or two
departments, and that no particular faculty, medicine or

any other, can be regarded as essential to the idea of the
university, as that institution developed among' the
nations of Europe. The word university has nothing to
do with universal knowledge. It means, on the con¬

trary, merely a guild or corporation. When the founder
of Cornell University declared that he would found an
institution where any person might find instruction in
any study, he formulated a brand-new idea of a uni¬
versity. Yet even at Cornell that idea remains at best
an ideal, sô vast is the sum total of human knowledge,
so varied the fields of investigation, and so costly the
maintenance both of instruction and research. And
without special endowments, and large endowments too,
neither Cornell nor any other university would be justi¬fied in the establishment of a medical department. The
appeal that such a department is necessary to make a

complete university is, as I have shown, historically
without justification. And in any event to establish a

university department in medicine which you have
no special funds to maintain is to be a party to fraud on
the public. This is especially true at the present time
when, owing to the advance of science and the indis-
pensableness of making provision for it in the curricu¬
lum, medical education is the costliest education given
at our universities. I recall with satisfaction that on
different occasions before the establishment of our own
medical college at Cornell University, when I was solic¬
ited to "adopt" this or that medical college as the medi¬
cal department of Cornell, I always replied that I did
not want a medical department unless it were as organic
a part of the university as any other college; nor would
I favor the establishment of one without adequate spe¬
cial endowments for its maintenance. I may add that
the members of the medical profession with whom I
dealt were invariably amazed at the position I took, and
in some cases felt it an affront to themselves that I was
so mercenary and autocratic as to decline the offer theymade me of eminent men unless the university had the
right to control them and endowments to support their
work ! These recollections are from twelve to eighteen
years old. And when I say that the position which I
took in those years is now the position of the leaders of
the medical profession, I may be pardoned for finding in
that circumstance a striking evidence of the great
advance which has been made in so short a time on the
subject of medical education.

I have spoken of the costliness of medical education.
In no other field has science brought such a wealth of
new and fruitful discovery. All scientific work is expen¬
sive, and the medical sciences the most expensive of all
because they deal with the complex phenomena of human
life. All education in engineering science is also expen¬
sive. But engineering rests in a last analysis on the
sciences which deal with energy and motion. And these
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